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artery disease will be achieved by examining the disease as precisely as 
possible and through serial, hmgitudinal studies. 
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Rep~ 
We appreciate the comments of Johnson and Kobashigawa regarding 
our article (1) in the Janua U issuc of the Journal. Clearly, there is no 
one "correct" method of performing and analyzing intravascular 
ultrasound imaging in transplant recipients. Each approach has its 
advantages and disadvantages. 
We agree with Johuson and Kobashigawa that the more sites 
analyzed per patient, the smaller the variance, given simple statistical 
rule. Also, the power to detect difference between groups will bc 
increased. However, in our study we did not state that there were no 
differences between groups when the p value was nonsignificant; 
rather, we stated that "all three [intravascular] variables further 
increased [given the increased mean I over time and reached highest 
values between years 5 and 15. 
The mean value for various groups, despite a larger variance, still 
represents mean value for the population. Clearly, in designing studies, 
the number of patients available and the variance will determine the 
power of the study. 
We do not think that our sampling method is more biased than 
"randomly chosen" 8 to 10 image sites. A randomly chosen 8 to 10 sites 
during a pullback may fall on positions that have suboptimal images. 
These positions may involve take-off of side branches, curvature of the 
artery,, resulting in dropout of one arterial wall, and artifacts obscuring 
the intimal thickening. Manual reselection of positions may be re- 
quired in any case. The issue of atherosclerosis often starting near side 
branches is an observation well substantiated in pathologic and 
physiologic studies (2). However, we are not aware of clinical data 
documenting more severe disease quantitatively near a side branch. 
Further studies in transplant-recipient or native coronary disease will 
he helpful. 
One of the purposes of our site approach is to allow us to follow 
lesion behavior over time so that we can better understand the 
pathophysiology of the disease process. A report on the reproducibility 
of this approach was presented at the 67th Scientific Sessions of the 
American Heart Association, in Dallas, Texas, November 1994 and 
published in Circulation (3,4). The Stanford Classification was created 
early on to qualitatively grade the intimal thickening and was never 
intended to be an independent variable. 
Clearly, the best approach for the study of coronary artery disease 
in transplant recipients is to three-dimensionally reconstruct he 
intimal thickening with automated border detection between lumen 
and intima, intima and media. We are currently finalizing the algo- 
rithm of such a program and intend to validate this method in our 
future studies. 
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